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case:  A 76-year-old female presented with hypotension 24 hours after undergoing colpopexy for urinary incontinence. Her past medical 
history included hypertension, diabetes mellitus and coronary artery disease with prior coronary bypass grafting 10 years ago. Physical 
examination revealed a heart rate of 40/min, systolic blood pressure (SBP) of 80 mmHg in left arm and 100 mmHg in right arm. A harsh 
systolic murmur was auscultated at the cardiac apex.
decision Making:  A bedside 12 lead electrocardiogram showed junctional bradycardia with ST segment elevation in anterior precordial 
leads. An urgent bedside echocardiogram was performed that showed severely hypokinetic left ventricular apex and anterior septum and 
severe mitral regurgitation. No aortic dissection flap was seen. Diagnosis of acute aortic dissection vs. thrombotic coronary occlusion was 
considered and the patient was urgently taken to the catheterization laboratory for diagnostic coronary and aortic angiogram. The study 
showed chronically occluded native coronary arteries. No aortic dissection was seen. Angiography of the grafts showed patent vein grafts 
to obtuse marginal and diagonal branch and a thrombotic subtotal occlusion in proximal left subclavian artery with severe flow limitation 
in the left internal thoracic artery (LITA) to left anterior descending artery (LAD) graft. The subclavian artery was emergently stented and 
flow to mid-distal LAD was restored. A subsequent right heart catheterization demonstrated a mixed venous oxygen saturation of 40% 
with a calculated cardiac index of 1.4 L/min/m2. An intra-aortic balloon pump was placed for hemodynamic support. The patient improved 
clinically, was weaned off of all hemodynamic support and eventually discharged on aspirin, clopidogrel and warfarin. No specific cause for 
the subclavian thrombus was identified.
conclusion:  A difference in SBP of 10 mm Hg or more between arms can indicate significant subclavian stenosis. In subjects with prior in 
situ LITA graft, acquired left subclavian artery stenosis may compromise flow in the LAD distribution manifesting as an anginal equivalent or 
rarely as in this circumstance as an acute coronary syndrome.
